
PLASTIC SURGERY.

BY PROF. A. C. POST, NEW YORK.

At the regular meeting of the District Medical So¬
ciety for the county of Hudson, at Jersey City, N. J.,
April i, after the routine business had been disposed
of, Prof. A. C. Post, of New York, delivered a very
instructive and interesting lecture, illustrated by dia¬
grams, paintings, drawings, and photos, showing the
results in rhinoplastic, blepharoplastic, cheiloplastic
and heteroplastic operations in Plastic Surgery. Prof.
Post said : By this term is understood the branch
of the healing art, which aims to supply deficiencies
on the surface of the body, resulting from congenital
malformation, from traumatism or from disease. The
term plastic is derived from the Greek verb TfkaffTi/eoÇ,
—I form. Plastic operations consist in the detach¬
ment of flaps from neighboring or distant parts, and
uniting them with the surface and edges of the vacant
space which is required to be filled. The term ana-

plastic is sometimes employed, the prefix a va signi¬
fying up, and the term implying the forming or build¬
ing up of the parts to their proper level. The term
autoplastic conveys the idea that the transplanted
parts are derived from the patient himself. The
term heteroplastic signifies that the new tissue is de¬
rived from another person, or from an inferior ani¬
mal. Blepharoplastic operations are those which are

performed to repair defective eye-lids. Rhino-plastic
operations are for defects of the nose. Chèilo-plastic,
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for those of the lips. Prosoplastic, for those of the
face in general.
In most of the operations for the repair of lost or

defective features, the transplanted flap is left at¬
tached by some part of its circumference to the part
with which it was naturally connected until it has
acquired a vital union with the new parts to which it
is artificially attached. The portion of the flap
which retains its natural connection is called its neck
or peduncle. There are three methods of transplant¬
ing pedunculated flaps, known as the Italian, the In¬
dian, and the French methods. Plastic operations
were performed by the ancient Egyptians, Greeks
and Romans. In modern times Bianca performed
a rhinoplastic operation in Sicily, in 1442. In 1597
Gaspar Tagliacossi, Professor at Bologna, published
at Venice a book entitled "De Curtomm Chirurgia
per Insitionem." In this book he gave a detailed
account of his operation for the restoration of lost
noses and other features. This book acquired a
world-wide celebrity. The mode of operating con¬
sisted chiefly of the transplantation of flaps from the
integuments of the arm, the hand being firmly band¬
aged to the head during the process of union. Fabu¬
lous accounts of his operations were published, repre¬
senting the excision of flaps from a poor man nater,
to supply the deficiency of a rich man's nose,a nd
it was asserted that the vitality of the new nose de¬
pended on the life of the person from whom it was
taken. A story is related of a nobleman whose nose
was formed from the integuments of a Florentine
peasant, and which retained its vitality for a number
of years. Suddenly, without any obvious cause, the
nose died and became a putrid mass. On inquiry, it
was ascertained that the death of the nose coincided
with that of the peasant from whom the material for
its construction was obtained. Butler, in his Hudi-
bras, alludes to such fabulous rumors, when he writes :
" Thus learned Taliacotius from the brawny part of
porteis bum cut supplemental noses, which would
last as long as parent breech, but when the date of
nock was out, off dropped the supplemental snout."
This mode of repairing defective parts by trans¬

planting flaps from remote regions, is called the Ital¬
ian or Taliacotian method. The mode of operating
by transplanting flaps from adjacent parts, and twist¬
ing the peduncle so as to bring the flap into its
proper position, is known as the Indian method,
having long been practiced in Hindostán, and
having been made known to European surgeons
about the close of the eighteenth century. It had
long been the custom of native tyrants of India to
mutilate their rebellious subjects by cutting off their
noses, and as "necessity is the mother of invention,"
the persons who were mutilated exercised their inge¬
nuity in finding a remedy for the disfigurement re¬

sulting from the mutilation. The operation for
this purpose was not performed by physicians,
or surgeons, but by a class of artisans who were

engaged in pottery. The Indian operation for
the restoration of lost noses consisted in freshen¬
ing the edges of the space from which the nose
had been excised, and cutting a flap from the inte¬
gument of the forehead, and twisting its peduncle

so as to bring the flap into the position of the nose
and fixing it so as to secure union with adjacent
parts. The same principle is applicable to the res¬
toration of other features besides the nose. The
Indian operation of rhinoplasty was performed in
London in 1803, but the first operation was unsuc¬
cessful. The first successful operation in Europe was

performed in London in 1814, by Mr. Carpul. The
operation has since been performed many times by
surgeons in different parts of Europe and America.
The resulting operation has been quite satisfactory, '

when enough of the original nose has remained to
support the transplanted flap in its new position.
But in cases in which the nose has been entirely
destroyed, the new organ is an imperfect substitute for
the old one, presenting a flattened or depressed
appearance. But even in these cases, the new nose
is a decided improvement on the cavernous depres¬
sion which preceded its formation.
The French method of performing plastic opera¬

tions consists in cutting flaps in the vicinity of the
defective part, and gliding them into position with¬
out twisting the peduncle to any considerable extent.
The Italian method of restoring lost features, by
transplanting skin from remote parts, is now very sel¬
dom resorted to, except in those cases in which there
is no available material in the immediate neighbor¬
hood. The Indian method is often employed, and
yields very excellent results. In many cases, where
the nose or the eyelid is the feature to be repaired, it
is the only available method. The French method,
by gliding the flap into its place, without twisting its
peduncle, is the best operation in cases in which it is
applicable, especially in supplying deficiencies of the
lips and cheeks. The principal difficulty to be con¬
tended with is the tension of the flap when it is
brought into its new position. This difficulty may,
however, in most cases be obviated by giving a de¬
cided curve to the peduncle of the flap. In the per¬
formance of plastic operations, certain facts have
been observed, to which it is proper to direct your
attention. On making the first incisions the flap be¬
comes pale, but afterwards the parts adjacent to the
connecting medium assume a redder color. Dark
bluish spots or streaks are often found scattered
through the flap. Blood spouts at first from the arter¬
ies at the edges of the flap, and afterwards fibrine is
effused. Tlv* flap contracts considerably, and is dis¬
posed to turn inwards; it also acquires an increase of
thickness. These changes are most distinctly per¬
ceptible in young persons of healthy constitutions.
The flap loses all sensibility, except at the extremity
by which it is nourished, and even there the sensibil¬
ity is but slight.
The flap should be one-fourth or one-third longer

than the space which it is designed to fill, and a wide
bridge should be left, connecting it with the adjacent
part. The flap should contain not only the skin, but
a considerable thickness of the subjacent parts, so as
to afford a good vascular supply. It is highly im¬
portant that it should be easily held in position, as

any considerable tension will be likely to hinder its
adhesion to the adjacent parts. In cutting the flap
it is well to make a pattern of oil-silk, or other suit-
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able material, of the size and shape of the space to
be filled, and to use this pattern as a guide in making
the flap. In fixing the transplanted flap in its new

position, one or more pin sutures may be advantage¬
ously employed. These should include nearly or

quite the whole thickness of the flap, and the points
of entrance and the exit of the pins should be at least
eight or ten millimeters from the edges of the wound.
Numerous sutures of fine black silk should be em¬

ployed to secure a perfect apposition of the edges of
the wound. The spaces between the sutures should
not exceed two or three millemeters. Black silk is
preferable to white, as being less irritating and being
more easily seen. The fineness of the silk is indicat¬
ed by the letter O on the spools. In introducing the
sutures, if the edges of the wound are of unequal
thickness, the needle should be introduced more su¬

perficially on the thicker side. Before closing the
wound, it may be freely irrigated with a solution of
mercuric bichloride, eight grains to a pint. After
applying the sutures, there is no occasion for apply¬
ing bandages or plasters, but the surface may be
freely exposed to the air. When the flapis congested,
cold water dressings may be applied. On the ninth
or tenth day all inflammatory swelling has generally
subsided, and the cuticle cracks and peels off. When
the flap has been taken from the hairy scalp, the
hairs after a time will grow, and they may from time
to time be plucked with forceps. The growth of
hair may be diminished by the free application of
lime-water, or a solution of mercuric bichloride, or
the hair bulbs may be destroyed one by one by a gal¬
vano-cautery. In blepharo-plastic operations, when
the eyebrow has been destroyed, it may be replaced
by a flap from the hairy scalp, the hairs being allowed
to grow over a space corresponding with the eye¬
brow, those above and below being plucked or de¬
stroyed. When I first restored the eyebrows in this
way, I supposed that the practice was original with
myself, but was afterwards informed that I had been
anticipated by Dr. Pancoast, of Philadelphia.
To give proper shape to the newly formed feature

it is often necessary to excise here and there small
portions of the newly transplanted integuments. This
may be done without hesitation, as wounds in recent¬
ly transplanted integument heal by the first intention
and with great rapidity, much more so than wounds
in other parts. This observation was made by Dief-
enbach, and I have often verified it in my own prac¬tice. When these wounds are allowed to granulate
they bleed freely at first, and the blood is very bright
and liquid. The wound appears pale, and the edges
are scarcely inflamed; there is little or no suppura¬
tion, and the exuded blood forms a scale or scab,
which after a while falls off, leaving the wound
healed. When it becomes necessary to separate the
edge of the flap from its new attachment, it never
heals by the first intention, but always goes through
a tedious process of granulation. Sensation is very
slowly developed in transplanted parts. Many
months, for example, elapse before a new nose trans¬
planted from the forehead becomes sensible to pain.
Sensibility is first restored near the line of union with
the adjacent parts. The newly formed feature does

not begin to perspire, nor to form thick pus when
wounded, before twelve months. There is much dif¬
ference in different cases in the power of withstand¬
ing cold possessed by the transplanted part. A pa¬
tient, for whom Dieffenbach made a new nose, was
attacked with jaundice eighteen months afterward.
The whole body, with the exception of the nose, was-
of a deep yellow color. When the patient was warm
the nose was white, when he was cold it was of a.
dark-bluish hue.
The treatment of cicatricial contractions is a mat¬

ter of great importance. It is not safe to include ci¬
catricial tissue in flaps which are to be transplanted,,
or to raise it to any considerable extent from the sub¬
jacent parts, as it almost invariably sloughs when it
is so treated. But it may be freely divided, and a

flap of healthy skin may be united with its divided
margin with a good prospect of union by the first in¬
tention. It may be divided into narrow segments
by incisions crossing each other at short intervals,
and may then be put upon the stretch, and it will,
not slough if sub-based attachments be not interfered
with.
Certain special modes of operating, which have

been introduced by different surgeons, are worthy of
attention.

Dieffenbach introduced an important improvementin treating the deformity occasioned by the loss of
the nasal septum from syphilitic disease, and the sink¬
ing of the remnants of the nasal pyramid into the-
cavity. He made longitudinal incisions dividing
the nasal pyramid into five strips, attached above and
below, and raised them to their proper position, fix¬
ing them with pins and sutures.
T. Wharton Jones, in certain cases of ectropion,

made a deep triangular flap, the base of which was
formed by the margin of the everted lid, and bring¬
ing the margin of the lid into its normal position,,
caused the apex of the flap to recede widely from the
part from which it was taken, converting the shape
of the wound from the letter V to Y, and fixing the
flap in its new position by sutures. This ingenious
operation is applicable to other parts besides eye¬
lids.
Burow, a German surgeon, introduced a new oper¬

ation for certain deformities of the lips, in which
there is a great deficiency in the lower lip and a rela¬
tive superfluity in the upper lip, or vice versa. He
took out a triangular portion from the diseased lip,
the base of the triangle corresponding with the ver¬
milion border, and extending on one side to the
angle of the mouth, and extending the line of the
base by an incision into the cheek, he excised an¬
other triangle, with its apex in the opposite direction,
and uniting the opposite sides of the two triangles by
sutures, restored the symmetry of the mouth, length¬
ening the shortened margin of one lip, and shortening
the superfluous margin ot the other.
In all cheilo-plastic operations, it is important

that the margin of the newly-constructed lip should
be invested with mucous membrane. When a flap-
has been transplanted from the cheek, the mucous
membrane should be drawn over the margins and
attached to the skin by fine sutures.
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When there is no healthy mucous membrane for
the purpose, the skin itself may sometimes be inverted
over the margin.
Within the past fifteen years, a new mode of sup¬

plying deficiencies of integument upon the surface of
the body has been introduced, viz.: transplanting
thin portions of skin without peduncles upon recent
wounds, or upon granulating surfaces, and maintaining
them in position by plasters or bandages. The name

skin-grafting, or epidermic grafting, has been applied
to this process. It is somewhat analogous to the pro¬
cess of budding or grafting fruit trees. The practice
was introduced by Reverdin, a French surgeon, in
1869. Reverdin was at that time interne in one of
the French hospitals. He shaved off very thin por¬
tions of integuments of the size of a grain of rice, and
applied their raw surfaces to the denuded or granu¬
lating surface of the part which he wished to invest
with new skin. Close apposition was maintained for
a number of days, and on removing the dressings, it
was found that some of the grafts had acquired a vital
union with the surface upon which they had been
placed, and from each one of these points there was
a radiated growth of new skin. This has now be¬
come an established practice in surgery, and it has
become a valuable addition to our resources in cases
in which there has been an extensive loss of skin.
The practice has been modified by Lee, Oilier, and
Poucet, who successfully transplanted larger portions
of skin, in some cases larger than a silver dollar. In
grafting portions of skin without peduncles, a very
different course is to be pursued from that which is
adopted in the transplantation of pedunculated flaps.
Instead of including a considerable thickness of sub¬
cutaneous tissue, the part to be transplanted should be
cut very thin, never including any subcutaneus tissue,
and often including less than the whole thickness of
the skin. This mode of grafting has the advantage
that it can be applied where there is no available
sound skin in the vicinity of the part which is to be
restored, and that the new material may be obtained
from parts of the body which are covered by clothing,
so that the patient will not be disfigured by the cica¬
trices which follow the excision of the flaps. On the
other hand, it has the disadvantage that it does not
provide a flap of considerable thickness, such as is
required for the restoration of the lips, where the
skin must be lined with mucous membrane to perform
its functions in a satisfactory manner.

The operation is a useful one under some circum¬
stances, but it is not likely to supersede the trans¬
plantation of pedunculated flaps.
After Prof. Post's able discourse, the subject was

thrown open to the Society for discussion.
Dr. Quimby remarked that the subject of plastic

surgery belonged to that branch of the healing art
which did not, as a rule, come under the notice or

occupy the attention of the general practitioner.
But it is a difficult, intricate, and important branch
of surgery, and as we increase in population, and ad¬
vance in civilization, it will, of necessity, become
more important, and should engage the general atten¬
tion of surgeons more in the future than it has in the
past. Having paid some attention to plastic surgery,

Dr. Quimby said he would like to make one or two
observations :
ist. The reason, he thought, some surgeons failed

in their plastic operations, was because there was not
sufficient amount of care taken in relieving the
affected parts operated upon from all tension. 2nd.
He had witnessed one or two failures in these opera¬
tions, because due regard, he thought, was not exer¬
cised in having the flap to be transplanted thick
enough, and its peduncle large enough to preserve its
vitality. When the flap is cut too thin, or the ped¬
uncle too small, and where there is too much ten¬
sion, sloughing is sure to follow. A unanimous vote
of thanks— of the Society—was tendered Prof. Post
for his exceedingly instructive and valuable lecture,
after which the Society adjourned.

J. A. Exton,
Sec'y. Hudson Co. Dist. Med. Society.

CHICAGO MEDICAL SOCIETY.

Continuation of the proceedings of the regular
meeting, April 21,1884 :
Dr. E. C. Dudley was to have read the report of

a case of removal of a uterine myoma weighing 35
pounds. The patient was operated on five weeks
since, and is gradually recovering. He promised to
report the case to the society sometime during the
next month. He would therefore report a case this
evening in which he had operated to-day. The opera¬
tion was for the removal of a cyst from the abdominal
cavity. The specimen was presented for examin¬
ation, and consisted of a polycystic tumor, of which
the history is unique. The uterus and tumor were
disconnected. Ten years ago the patient first no¬
ticed this tumor, when it suddenly disappeared. It
developed again, and for years it has every three to
six or sometimes eight weeks disappeared rapidly,
followed, as the patient stated, by a very copious evac¬
uation of urine; she would void a pint every half
hour, amounting to a gallon or more in twelve or fif¬
teen hours. It has ruptured repeatedly within the
abdomen. Several gentlemen in the profession had
been consulted by the lady before she called upon
him. Such cases may very easily be confounded
with hydronephrosis. There were in all fifteen or

twenty cysts. The tumor was two-thirds as large as
an adult head, and each cyst contained a yellow
viscid fluid. The pedicle is small, and the operation
of removal was easily effected. There are numerous

cicatrices on the outside of the cyst walls, showing
where rupture had occurred at different times, while
on the inside there is developed a large colloid ex¬

crescence, which I here show you, although I have
not examined it with the microscope. I am sure a

histological examination would result in showing it
to be an endogenous colloid growth. The develop¬
ment is not malignant.
In relation to its adhesions, no reliance could be

placed on this, as there were no adhesions. In three
hours after the operation the patient's pulse was 70,
strong and full, and the temperature normal. The
case shows that the fluid within the abdomen when

Downloaded From: http://jama.jamanetwork.com/ by a Carleton University User  on 06/21/2015


